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Abstract
Arsenic (As) is a known carcinogen commonly found in drinking water. An emerging body of
evidence suggests that exposure to inorganic As may be associated with nonmalignant respiratory
disease. The aim of this study was to determine whether there is an association between As
exposure at levels seen in the United States and prevalence of asthma, emphysema, chronic
bronchitis, and respiratory symptoms.Urinary As was collected from 5365 participants from the
combined 2003–2006 National Health and Nutrition Examination Survey (NHANES) cohorts.
Two methods to adjust for organic As component were incorporated into the statistical model.
Linear and logistic regression models compared urinary As adjusted for organic As with diagnoses
of obstructive pulmonary disease and respiratory symptoms. Geometric mean concentration of
urinary As were not significantly different between participants with and those without asthma,
chronic bronchitis, and emphysema. Odds of having asthma was 0.71 for participants with the
highest quintile of urinary As (≥17.23 μg/dl) when compared to the lowest quintile (≤3.52 μg/dl).
A significant association was found between increasing urinary As concentration and decreasing
age, male gender, and non-“white” race. A significant association between urinary As and
obstructive pulmonary disease and symptoms was not demonstrated in the U.S. population.
Arsenic (As) is a known lung, bladder, and skin carcinogen (IARC, 2004) and reproductive
toxicant (Golub et al., 1998) that is found in drinking water throughout the world.
Contaminated aquifers in parts of India, China, Taiwan, and Bangladesh resulted in the
poisoning of hundreds of millions of people (Smedley & Kinniburgh, 2002; Lin et al.,
1998). The U.S. Environmental Protection Agency (EPA) estimates that more than 13
million individuals in the United States reside in areas where water exceeds the 10-μg/L
standard for inorganic As (U.S. EPA, 2001).
Inorganic As, the more toxic form, inhibits pyruvate dehydrogenase, consequently
decreasing activity of the citric acid cycle and ultimately decreasing the production of
cellular ATP (Bernstam & Nriagu, 2000). Through sulfhydryl group binding, inorganic As
also inhibits a number of other cellular enzymes, resulting in inhibition of cellular glucose
uptake, fatty acid oxidation, and production of glutathione. As toxicity results in cutaneous
(hyperkeratosis), neurologic (peripheral neuropathy), gastrointestinal (noncirrhotic portal
fibrosis), hematologic (anemia), vascular (blackfoot disease), metabolic (diabetes mellitus),
reproductive, and pulmonary (lung cancer) manifestations (Golub et al., 1998; Tsai et al.,
1998; Chiu et al., 2007).
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An emerging body of evidence suggests that exposure to inorganic As may lead to
nonmalignant respiratory conditions such as chronic cough and bronchiectasis. The impact
of As exposure on lung pathology was first suggested in the 1970s when autopsies from four
out of five children with evidence of As-related keratosis were found to have interstitial
fibrosis and bronchiectasis (Rosenberg, 1974). Nearly all of the epidemiological studies that
followed were conducted without biomarker analysis and instead relied on surrogates for
exposure such as dermatologic manifestations of As exposure or environmental sampling
from local wells (Zaldiver & Ghai, 1980; Borgono et al., 1977; Mazumder et al., 2000).
The mechanism underlying As-induced damage to lung tissue remains disputed. Several
autopsy studies have described large deposits of As in lung epithelium (Rosenberg, 1974;
Saady et al., 1989). Oxidative stress from As exposure in the lungs is a hypothesized
pathophysiological mechanism (Hays et al., 2006; Lantz & Hays, 2006; Bernstam & Nriagu,
2000). Previous studies investigating pulmonary effects from As exposure have been in
populations with significant contamination of well water. Participants in these studies have
relatively high body burdens with total urinary As concentration greater than 100 μg/L.
Consequently, they are more likely to have As deposits in the lung with resultant oxidative
damage than populations with lower level exposures. The pulmonary affects of low-level As
exposure have not been described previously.
There is debate as to whether chronic low-level exposure to As, such as exposure common
in the United States, might result in chronic disease. Navas-Acien et al. (2008) recently
reported an increased risk of type 2 diabetes mellitus for individuals with urinary As
concentration greater than the 80th percentile when compared to those below the 20th
percentile. However, the validity of the findings has recently been called into question
(Steinmaus et al., 2009a, 2009b; Longnecker, 2009). The crux of the debate is how to best
quantify exposure to inorganic As, the more toxic As moiety, when complete As speciation
is not available.
Our objective in this study was to investigate the association of urinary As concentration
with the prevalence of asthma, chronic bronchitis, and emphysema diagnoses and respiratory
symptoms. Several approaches to estimate exposure to inorganic As in the U.S. population
were used.
MATERIALS AND METHODS
Study Population
The study population is from the National Health and Nutrition Examination Survey
(NHANES) conducted by the U.S. National Center for Health Statistics of the Centers for
Disease Control and Prevention (CDC). Study protocols were approved by their institutional
review board. Both oral and written informed consent was obtained from all participants. As
biomarker data was available for a randomly selected subset of one-third of the NHANES
2003–2004 and NHANES 2005–2006 cohorts. The combined cohorts from 2003–2006
include 20,470 participants who were selected using a multistage probability sampling
design (CDC, 2010). Urinary As concentrations were analyzed in 5365 participants aged 6
yr and older. Two hundred and thirty-six participants with missing As speciation data were
excluded from the analysis (Figure 1).
Our study was restricted to participants 20 years and older, as pediatric asthma has different
etiologies from chronic respiratory disease and children have less chronic exposures than
adults. Recent seafood consumption as assessed by 24-h dietary recall was restricted to
reduce the influence of organic As found in fish on measured total urine As concentration.
Three hundred and sixty-nine participants were found to have had at least one serving of
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seafood or fish within the past 24 h. Two participants with measured total As concentration
10 times the 99th percentile were excluded as outliers, leaving 2687 participants in the final
analysis.
Laboratory Analysis
Spot urine samples were obtained at the time of physical examinations and were collected in
As-free containers. They were shipped to the Environmental Health Sciences Laboratory of
the National Center for Environmental Health on dry ice where all samples were analyzed
within 3 wk of collection. Total urine As levels were measured using inductively coupled
plasma dynamic reaction cell-mass spectrometry on a PerkinElmerELAN 6100 DRC Plus or
ELAN DRC II inductively coupled plasma- mass spectrometer (ICP-MS) (PerkinElmer
SCIEX, Concord, ON, Canada). Speciated As was determined using liquid chromatography
for separation and mass spectrometry for measurement. Interassay coefficient of variation
for control samples was 9.2% for total As with mean concentration of 8.15 μg/L. Detection
limits for 2003–2004 samples were 0.6 μg/L for total As, 0.4 μg/L for arsenobetaine, and
0.6 μg/L for arsenocholine. For 2005–2006 samples, detection limits were 0.74 μg/L for
total As, 0.4 μg/L for arsenobetaine, and 0.6 μg/L for arsenocholine.
Urine creatinine concentration was measured by a Jaffe rate reaction and CX3 analyzer
(Beckman Instiruments, Inc., Brea, CA) and was used to adjust for urine dilution in spot
urine samples. Serum mercury (Hg) was used as a biomarker for recent seafood
consumption. Concentrations were measured using multi-element quadrupole inductively
coupled plasma–mass spectrometry (PerkinElmer Instruments, Shelton, CT).
Outcome and Covariates
The primary outcome of interest was self-report physician diagnosis of asthma, chronic
bronchitis, and emphysema. An additional outcome of interest was response to the symptom
questions, “Do you usually cough on most days for 3 consecutive months or more
throughout the year,” “Do you bring up phlegm on most days for 3 consecutive months or
more throughout the year,” and “In the past 12 months have you had wheezing or whistling
in your chest?”
Information on demographics and other covariates was collected as part of the NHANES
survey. Self-report of gender, age, race/ethnicity, and level of education was collected as
part of the demographic questionnaire. A smoking history questionnaire asks whether
participants have ever smoked greater than 100 cigarettes in their lifetime and whether they
are currently smokers. Pack-years value was calculated for current smokers. Tobacco-smoke
exposure was further assessed by serum continine, measured using isotopedilutionhigh-
performance liquid chromatography. Information on body mass index (BMI) was collected
by dividing the participants’ weight in kilograms by their height in meters squared as
measured during the physical exam component of the survey. Information on seafood
consumption was obtained from both 24-h dietary recall interview and from serum Hg
concentrations. The dietary recall was based on U.S. Department of Agriculture food codes.
The list of food codes for each survey year was screened for foods that contain a fish or
seafood item.
Statistical Analysis
Statistical analysis was performed using SAS 9.1 (SAS Institute, Inc., Cary, NC). The study
design was a cross-sectional survey of respiratory outcomes (dependent variable) and
urinary concentrations of As (independent variable). Since most subjects in the study
population had less than detectable levels of inorganic As and not all inorganic species were
quantified, it was not possible to use direct measurement of total inorganic As. Instead, total
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As concentration was used as the exposure of interest and two different methods were
employed to adjust for the presence of organic As. The first method was outlined by Navas-
Acien et al. (2008): Tertile categories were included for urine aresenobetaine and blood Hg
levels into our logistic regression model. This model controls for exposure to organic As by
adjusting for arsenobetaine concentration, the majority component of organic As (Lai et al.,
2004). The model further controls for fish exposure, the primary source of organic As, by
adjusting for serum Hg concentration, an accepted biomarker for fish consumption. The
second method for estimating inorganic As from total As concentrations is that proposed by
Steinmaus et al. (2009a). The measured components of organic As, arsenobentaine and
arsenocholine, were subtracted from total As concentration. Arsenocholine concentrations
for all but the 43 participants with measurements above the limit of detection were
computed as 0.
Median and interquartile ranges of total As and estimated inorganic As (total minus organic
As) were compared for the outcomes of interest (diagnosis of asthma, emphysema, chronic
bronchitis, and chronic cough) and a number of covariates (gender, age, body mass index,
smoking status, serum cotinine, race/ethnicity, education, serum Hg). Linear regression was
performed on log-transformed total and estimated inorganic As to determine the ratio of
geometric mean As concentrations in participants with respiratory disease to participants
without.
Using logistic regression, the odds ratio (OR) and 95% confidence intervals (CI) were
calculated for diagnosis of asthma, chronic bronchitis, emphysema, and respiratory
symptoms, comparing participants above the 80th percentile of total and estimated inorganic
As concentrations with those below the 20th percentile. Urinary As concentrations were not
log-transformed for the logistic regression, as independent variables do not require a normal
distribution in logistic regression and logarithmic values can change dose-response
relationships. Covariates believed to be associated both with exposure to As and with
development of lung pathology were added to both logistic regression models. These
included gender, age (20–39, 40–59, ≥60 yr), race/ethnicity (white, black, Mexican
American, other), education (< high school, high school, < high school), BMI (<25, 25–29,
≥30 kg/m2), smoking status (never, former, current), continuous serum Hg (μg/L), and
serum cotinine category (<0.015, 0.015–9.9, ≥10 ng/ml). Continuous urinary creatinine (mg/
dl) was added to all models to control for dilution of spot-urine samples.
Level of statistical significance was set at α = .05 and all statistical analyses were two-sided.
Analysis was performed with and without NHANES sample weights; however,
incorporation of sample weights exerted little effect on outcomes. Unweighted outcomes are
presented in our results, since the aim of our study was to assess associations and not to
describe population estimates (National Center for Health Statistics, 2005).
RESULTS
Complete As biomarker data was available for 5129 participants in the 2003-2004 and
2005-2006 combined National Health and Nutrition Examination Survey (NHANES)
cohorts. Data were analyzed on 2687 participants who met our inclusions criteria. Median
urine concentration of total urine As was 8.9 μg/L with an interquartile range (IQR) of 4.3–
15.6. Inorganic As concentrations were estimated by subtracting total As from measured
organic As. Eleven participants had an estimated inorganic concentration less than 0 due to
inaccuracies in the measurement of arsenobentaine, a major component of organic As. Of
the 2676 participants with nonnegative estimates of inorganic As, median inorganic As was
5.8 μg/L (IQR 3.2–10.5) (Table 1). Using the Pearson correlation coefficient, total As
concentrations correlated significantly with arsenobentaine (r = .94) and estimated
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concentrations of inorganic As (r = .72). Serum Hg was not highly correlated with total As (r
= .20) or arsenobentaine (r = .18).
As concentrations were associated with race/ethnicity, age, and gender with statistical
significance, but not with education, BMI, or smoking status. Total As for participants who
self-identify as “black” was 37% higher than participants who self-identify as “white.”
Younger age was associated with higher concentrations of estimated inorganic As but was
not statistically associated with measured total As. Men had 27% higher total As and 34%
higher estimated inorganic As than women. Total As concentration was also significantly
associated with serum Hg and arsenobentaine concentrations.
As concentrations were not significantly different between participants with and without a
diagnosis of asthma, emphysema, or chronic bronchitis. The 337 (12.6%) participants with a
diagnosis of asthma had median total As of 7.3 μg/L, less than nonasthmatics with a median
concentration of 8.3 μg/L. A similar trend was seen for the 51 (1.9%) participants with a
diagnosis of emphysema and 173 (6.5%) participants with a diagnosis of chronic bronchitis.
Median total As concentrations for the participants who report a chronic cough, phlegm, and
wheezing were also lower than those with no respiratory symptoms, although not
significantly for chronic cough and wheezing.
Linear regression (adjusting for gender, age, race/ethnicity, education, BMI, cotinine, and
urinary creatinine) was performed on log-transformed total and estimated inorganic As to
determine the ratio of geometric mean As concentrations in participants with respiratory
disease compared to participants without. For asthmatics versus nonasthmatics, the ratio of
total As geometric mean was 0.92 (0.82, 1.02). For chronic bronchitis the ratio was 1.06
(0.99, 1.12), and for emphysema it was 0.95 (0.89, 1.02). Comparison of geometric means
for estimated inorganic As concentrations were similar (Table 2).
Participants with greater than the 80th(<17.23 μg/L) percentile total As had a crude odds
ratio of 0.85 (95% CI: 0.59, 1.23) for having asthma when compared to participants with
less than the 20th(<3.52 μg/L) percentile. After adding potential confounders into the
model, the adjusted odds ratio was 0.71 (0.41, 1.24). Adjusting for organic As and fish
consumption by adding arsenobentaine and Hg concentrations into the model increased the
odds ratio to 1.27 (0.51, 3.12). The adjusted odds ratio for estimated inorganic As was 0.79
(0.43, 1.46). Similar trends were seen when assessing odds for having chronic bronchitis and
emphysema comparing participants with the lowest quintile of exposure to those with the
highest. Adjusted odds ratios for both total and estimated inorganic As were all below 1
although they did not reach statistical significance (Table 3). Adjusted odds ratios for having
respiratory symptoms were assessed in an identical manner and were also below 1. Odds of
having reported wheezing was 0.56 (0.33, 0.95) between the two groups. While this did
reach statistical significance, models adjusting for organic As did not (Table 4).
DISCUSSION
Our results show no significant association between asthma, emphysema, chronic bronchitis,
chronic cough, and phlegm with urinary As at levels found in the general U.S. population.
Calculated odds ratios for asthma, chronic bronchitis, and emphysema by total As quintile
were not statistically significant at α = .05 level. Various attempts to control for the impact
of organic As concentration were made in our analysis of measured total As; however, no
statistically significant association was calculated. There did seem to be a significant
negative association between total As exposure and wheezing; however, no significant
association was seen when adjusting for organic As.
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Organic As originates primarily from seafood consumption. Seafood consumption has been
associated with decreased prevalence of asthma, atopy, and wheezing (Miyake et al., 2009).
Our analysis was modeled after two methods used in the diabetes literature to control for the
portion of organic As included in total As measurements. Adding arsenobentaine and Hg (a
biomarker for seafood consumption) into the model did demonstrate a quantitative increase
in relative risk with asthma and emphysema; however, the association was not statistically
significant. This method of controlling for the component of organic As in measured total
As has been widely debated. Arsenobentaine is the majority component of total As; as such,
the two are highly associated. In our study arsenobentaine and total As have a correlation
coefficient of .94. Adding arsenobentaine into the model this essentially controlled for the
exposure itself; placing two highly correlated variables into the same model can result in
unstable results (Clayton & Hill, 1993).
A different method as proposed by Steinmaus et al. (2009b) is to estimate inorganic As
concentrations by subtracting arsenobentaine and arsenocholine, two measured organic
arsenicals, from total As. This approach has been criticized as being an inaccurate estimate
of inorganic As as it does not factor in other unmeasured organic arsenicals and does not
adequately control for seafood intake (Navas-Acien et al., 2009a). In our study both logistic
and linear regressions of estimated inorganic As failed to show a statistically significant
association between estimated inorganic As and respiratory disease.
There are several reasons why our findings do not agree with earlier studies that suggest an
association between ingested As and chronic respiratory disease. The urinary As levels
found in the NHANES cohort are substantially lower than those found in earlier studies.
Mean urinary As of 241 participants from a large prospective cohort in Araihazar,
Bangladesh, was 189 μg/L, more than 10-fold the level of the 80th percentile in the
NHANES cohort (Parvez et al., 2008). Exposure to inorganic As in the United States in
general is significantly lower than in other parts of the world. A study of 1774 patients with
chronic As toxicity living in 627 villages in Inner Mongolia, China, found average water
concentrations ranging from 5 to 182 μg/L (Guo et al., 1998), significantly elevated from
drinking water in the United States, regulated to meet the U.S. EPA maximum contaminant
level of 10 μg/L. It is possible that while As exposure at levels seen in endemic areas such
as China and Bangladesh are associated with respiratory disease and symptoms, levels of
exposure common to the United States are not.
Our study has the advantage of having biomarker data with speciation of arsenicals.
Previous studies showing an association between respiratory disease and symptoms with As
exposure relied on surrogates of exposure. For example, in multiple studies exposure status
was based on concentrations from wells in the region, and not actual exposure or dose to the
participant (Zaldiver & Ghen, 1980; Mazumder et al., 2000). Other studies relied on the
presence of hyperkeratosis (a clinical finding of As toxicity) as a surrogate of As exposure
(Borgono et al., 1977; Mazumder et al., 2005; Milton et al., 2003). These methods of
exposure assessment do not reflect the quantity of biological dose received and are therefore
fairly coarse indices of exposure, prone to exposure misclassification. Differential exposure
misclassification is possible if the researcher who assigns exposure status by observation of
hyperkeratosis is biased in the ascertainment of outcome status. In using the NHANES
biomarker data in our analysis, it was possible to analyze a quantifiable measurement of
dose and use speciation data to control for the influence of organic As exposure.
Nearly all previous epidemiological studies used symptom report as the primary outcome of
interest, raising the concern of recall bias. Few studies examined outcomes beyond
subjective symptom report. Studies from highly exposed villages in Bangladesh failed to
show a statistically significant relationship between As exposure and diagnosis of chronic
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bronchitis (Milton & Rahman, 2002; Milton et al., 2003). A study of 38 participants from
West Bengal had an adjusted odds ratio of 10 (95% CI: 2.7, 37) for evidence of
bronchiectasis on high-resolution computed tomography (CT) for individuals with As-
induced skin lesions compared to individuals with normal skin (Mazumder et al., 2005).
A major limitation of our study is that it relied upon questionnaire report of diagnosis and
symptoms and not a more objective assessment of outcome status such as medical record
review, physical exam, or pulmonary function testing. While there is bound to be some
misclassification of outcome, there is little concern that outcome misclassification would be
differential as exposure status (i.e., urinary As concentration) is unknown to the participant.
Nondifferential misclassification would likely bias our results towards the null and partly
explain our findings of no association. Pulmonary function tests (PFT) would provide a
more reliable and objective assessment of respiratory disease; however, PFT data are not yet
released for the NHANES cohort with biomarker data. While few studies examined PFT in
participants with Asosis (De et al., 2004; von Ehrenstein et al., 2005), only one study was
able to compare biomarker and PFT data. An inverse association between urinary As and
predicted forced expiratory volume in 1 s (FEV1) was observed in 31 participants with
arsenicosis in Bangladesh (Parvez et al., 2008).
A further limitation of our study is the relatively short biological half-life of urine As and
the small window of exposure that it provides. While As biomarkers of toenail, hair, and
blood do exist, speciations of those samples are technically difficult and estimation of
inorganic As is inaccurate (Navas-Acien & Guallar, 2008). Despite relatively small
individual variability of urinary As (Navas-Acien et al., 2009b), it is unknown whether
urinary arsenic reflects long-term exposure in the present study. Even though a single urine
biomarker sample does not assess past exposure prior to the development of respiratory
disease, it is an accepted indicator of recent As exposure.
Interesting associations between unadjusted As concentration and gender, age, and race/
ethnicity were noted. The association remained significant after adjustment for other
covariates (smoking, BMI, education, and creatinine). Similar findings were reported
elsewhere. Navas-Acien et al. (2009a), using NHANES data, also found total As to be
relatively elevated in men when compared to women, in younger age groups, and in non-
“white” participants, although not significantly so for gender. In a case-control study of lung
cancer, As concentrations from toenail clippings were quantified for 461 participants from
two U.S. states (Heck et al., 2009). Arsenic concentrations followed a similar pattern in
relation to age and race/ethnicity, although without statistical significance. It is unlikely that
these associations are solely due to differences in fish consumption, since our findings were
stronger for an association with estimated inorganic As concentrations where the organic
component primarily from fish is subtracted. It is possible that relatively elevated levels in
non-“white” participants might be related to contaminated drinking water or industrial
occupational exposures. While occupation may be independently associated with both As
exposure and obstructive pulmonary disease, access to data on occupation was not available
and it was not possible to control for potential confounding.
In conclusion, our results do not show an association between urinary As concentration and
prevalence of asthma, chronic bronchitis, or emphysema in the U.S. population. Additional
analysis of chronic cough, phlegm production, and wheezing did not show consistently
significant association after adjusting for organic As. This is the first study that assesses the
relationship between nonmalignant respiratory disease and As exposure in the United States.
While our findings are not consistent with earlier studies showing an association between As
exposure and respiratory symptoms, our study uses speciated biomarker data and controls
for the influence of organic As. While it is possible that elevated urinary As concentrations
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common in As endemic regions may influence development of pulmonary disease and
respiratory symptoms, it is noteworthy that in a minimally exposed U.S. population no such
association was seen.
Acknowledgments
This work was supported by the National Institutes of Health (grant ES00002) and National Institute of
Occupational Safety and Health (grant T42OH009416). The authors thank Dr. Amy Cohen for her assistance in the
statistical methods. Dr. Amster was involved in the development of the study design and methodology; he
conducted the literature review, was involved in data analysis, and was the primary author of the article.Mr. Cho
was involved in SAS programming, development of statistical methods, and revisions of the article.Dr. Christiani
was involved in development of study hypothesis and design, as well as data interpretation and final approval of the
article.
REFERENCES
Bernstam L, Nriagu J. Molecular aspects of arsenic stress. J. Toxicol. Environ. Health B. 2000; 3:293–
322.
Borgono J, Vicent P, Venturino H, Infante A. Arsenic in the drinking water of city of Antofagasta:
epidemiological and clinical study before and after the installation of a treatment plant. Environ.
Health Perspect. 1977; 19:103–105. [PubMed: 908283]
Centers for Disease Control and Prevention. U.S. Department of Health and Human Services.
NHANES 2003-2004 and 2005-2006 data. National Center for Health Statistics; Atlanta, GA: 2010.
http://www.cdc.gov/nchs/nhanes/nhanes_questionnaires.htm
Chiu HF, Lin MC, Yang CY. Primary intracerebral hemorrhage mortality reduction after installation of
a tap-water supply system in an arseniasis-endemic area in southwestern Taiwan. J. Toxicol.
Environ. Health A. 2007; 70:539–546. [PubMed: 17365607]
Clayton, D.; Hill, M., editors. Statistical models in epidemiology. Oxford University Press; Oxford,
UK: 1993.
De BK, Majumdar D, Sen S, Guru S, Kundu S. Pulmonary involvement in chronic arsenic poisoning
from drinking contaminated ground-water. J. Assoc. Physicians India. 2004; 52:395–400. [PubMed:
15656029]
Golub MS, Macintosh MS, Baumrind N. Developmental and reproductive toxicity of inorganic
arsenic: animal studies and human concerns. J. Toxicol. Environ. Health B. 1998; 1:199–241.
Guo, XJ.; Tain, SM.; Wu, KG. Investigation of health of arsenic exposure population by drinking
water in Inner Mongolia Autonomous region; Third International Conference on Arsenic Exposure
and Health Effects; July 12-15; San Diego, CA: 1998.
Hays AM, Srinivasan D, Witten ML, Carter DE, Lantz RC. Arsenic and cigarette smoke
synergistically increase DNA oxidation in the lung. Toxicol. Pathol. 2006; 34:396–404. [PubMed:
16844668]
Heck JE, Andrew AS, Onega T, Rigas JR, Jackson BP, Karagas MR, Duell EJ. Lung cancer in a U.S.
population with low to moderate arsenic exposure. Environ. Health Perspect. 2009; 117:1718–
1723. [PubMed: 20049123]
International Agency for Research on Cancer. Some drinking-water disinfectants and contaminants,
including arsenic: IARC Working Group on the Evaluation of Carcinogenic Risks to Humans.
IARC Press; Lyon, France: 2004.
Lai VW, Sun Y, Ting E, Cullen WR, Reimer KJ. Arsenic speciation in human urine: Are we all the
same? Toxicol Appl Pharmol. 2004; 198:297–306.
Lantz RC, Hays AM. Role of oxidative stress in arsenic-induced toxicity. Drug Metab Rev. 2006;
38:791–804. [PubMed: 17145702]
Lin TH, Huang YL, Wang MY. Arsenic species in drinking water, hair, findernails, and urine of
patients with blackfoot disease. J. Toxicol. Environ. Health A. 1998; 53:85–93. [PubMed:
9444313]
Longnecker MP. On confounded fishy results regarding arsenic and diabetes. Epidemiology. 2009;
20:821–823. [PubMed: 19730267]
Amster et al. Page 8
J Toxicol Environ Health A. Author manuscript; available in PMC 2013 May 16.
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
Mazumder DN, Haque R, Ghosh N, De BK, Santra A, Chakraborti D, Smith AH. Arsenic in drinking
water and the prevalence of respiratory effects in west Bengal, India. Int. J. Epidemiol. 2000;
29:1047–1052. [PubMed: 11101546]
Mazumder DN, Steinmaus C, Bhattacharya P, von Ehrenstein OS, Ghosh N, Gotway M, Sil A, Balmes
JR, Haque R, Hira-Smith MM, Smith AH. Bronchiectasis in persons with skin lesions resulting
from Arsenic in drinking water. Epidemiology. 2005; 16:760–765. [PubMed: 16222165]
Milton AH, Rahman M. Respiratory effects and Arsenic contaminated well water in Bangladesh. Int. J.
Environ. Health Res. 2002; 12:175–179. [PubMed: 12400554]
Milton AH, Hasan Z, Rahman A, Rahman M. Non-cancer effects of chronic arsenicosis in Bangladesh:
Preliminary results. J. Environ. Sci. Health A Tox. Hazard Subst. Environ. Eng. 2003; 38:301–
305. [PubMed: 12635834]
Miyake Y, Sasaki S, Tanaka K, Ohfuji S, Hirota Y. Maternal fat consumption during pregnancy and
risk of wheeze and eczema in Japanese infants aged 16-24 months: The Osaka Maternal and Child
Health Study. Thorax. 2009; 64:815–821. [PubMed: 19497922]
National Center for Health Statistics. Analytic and reporting guidelines. The National Health and
Nutrition Examination Survey, 2003-2004. National Center for Health Statistics; Hyattsville, MD:
2005.
Navas-Acien A, Silbergeld EK, Pastor-Barriuso R, Guallar E. Arsenic exposure and prevalence of type
2 diabetes in US adults. J. Am. Med. Assoc. 2008; 300:814–822.
Navas-Acien A, Guallar E. Measuring arsenic exposure, metabolism and biological effects: The role of
urine proteomics. Toxicol. Sci. 2008; 106:1–4. [PubMed: 18713764]
Navas-Acien A, Silbergeld EK, Pastor-Barriuso R, Guallar E. Rejoiner: Arsenic exposure and
prevalence of type 2 diabetes. updated findings from the National Health Nutrition and
Examination Survey, 2003-2006. Epidemiology. 2009a; 20:816–820. [PubMed: 19713856]
Navas-Acien A, Ulmans JG, Howard BV, Goessler W, Francesconi KA, Crainiceanu CM, Silbergeld
EK, Guallar E. Urine arsenic concentrations and species excretion patterns in American Indian
communities over a 10-year period: The strong heart study. Environ Health Perspect. 2009b;
117:1428–1433. [PubMed: 19750109]
Parvez F, Chen Y, Brandt-Rauf PW, Bernard A, Dumont X, Slavkovich V, Argos M, D'Armiento J,
Foronjy R, Hasan MR, Eunus HE, Graziano JH, Ahsan H. Nonmalignant respiratory effects of
chronic arsenic exposure from drinking water among never-smokers in Bangladesh. Environ.
Health Perspect. 2008; 116:190–195. [PubMed: 18288317]
Rosenberg HG. Systemic arterial disease and chronic arsenicism in infants. Arch. Pathol. 1974;
97:360–365. [PubMed: 4825098]
Saady JJ, Blanke RV, Poklis A. Estimation of the body burden of arsenic in a child fatally poisoned by
arsenite weedkiller. J. Anal. Toxicol. 1989; 13:310–312. [PubMed: 2615344]
Smedley P, Kinniburgh D. A review of the source, behaviour and distribution of arsenic in natural
waters. Appl. Geochem. 2002; 17:517–568.
Steinmaus C, Yuan Y, Liaw J, Smith AH. Low-level population exposure to inorganic arsenic in the
United States and diabetes mellitus: A reanalysis. Epidemiology. 2009a; 20:807–815. [PubMed:
19652600]
Steinmaus C, Yuan Y, Liaw J, Smith AH. On arsenic, diabetes, creatinine, and multiple regression
modeling. Epidemiology. 2009b; 20:e1–e2.
Tsai S-M, Wang T-N, Ko Y-C. Cancer mortality trends in a blackfoot disease endemic community of
Taiwan following water source replacement. J. Toxicol. Environ. Health A. 1998; 55:389–404.
[PubMed: 9833970]
U.S. Environmental Protection Agency. National primary drinking water regulations; Arsenic and
clarifications to compliance and new source contaminants monitoring; Final rule. Fed. Reg. 2001;
66:6976–7066.
von Ehrenstein OS, Mazumder DN, Yuan Y, Samanta S, Balmes J, Sil A, Ghosh N, Hira-Smith M,
Haque R, Purushothamam R, Lahiri S, Das S, Smith AH. Decrements in lung function related to
arsenic in drinking water in West Bengal, India. Am. J. Epidemiol. 2005; 162:533–541. [PubMed:
16093295]
Amster et al. Page 9
J Toxicol Environ Health A. Author manuscript; available in PMC 2013 May 16.
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
Zaldiver R, Ghai G. Clinicalepidemiological studies on endemic chronic arsenic poisoning in children
and adults, including observations on children with high and low-intake of dietary arsenic.
Zentralbl. Bakteriol. B. 1980; 170:409–421. [PubMed: 7424281]
Amster et al. Page 10
J Toxicol Environ Health A. Author manuscript; available in PMC 2013 May 16.
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
FIGURE 1.
Study population from the combined 2003–2004 and 2005–2006 NHANES cohorts. Of the
20,470 participants in the combined cohorts, 5365 gave urine samples for arsenic analysis;
however, 236 participants had incomplete arsenic speciation data. After restricting 2071
participants under 20 yr of age, 369 participants who had consumed at least 1 serving of fish
in the past 24 h, and removing 2 outliers, 2687 participants were included in the analysis.
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TABLE 2
Ratio of Measured Mean Total Arsenic Concentration and Estimated Inorganic Arsenic Concentration
Comparing Participants With and Without Respiratory Disease
Diagnosis Total arsenic Estimated inorganica
Asthma Mean (μg/L)case/control 13.08/17.30 8.46/9.36
Adjustedb (95% CI) 0.92 (0.82, 1.02) 0.92 (0.83, 1.02)
Chronic bronchitis Mean (μg/L)case/control 15.57/16.88 7.74/9.37
Adjusted (95% CI) 1.06 (0.99, 1.12) 1.10 (0.98, 1.19)
Emphysema Mean (μg/L)case/control 11.24/16.88 6.51/9.30
Adjusted (95% CI) 0.95 (0.89, 1.02) 0.93 (0.84, 1.05)
Chronic Cough Mean (μg/L)case/control 17.98/17.09 8.26/9.39
Adjusted (95% CI) 0.89 (0.82, 1.02) 0.85 (0.74, 0.99)
Phlegm Mean (μg/L)case/control 23.42/16.52 9.32/9.26
Adjusted (95% CI) 0.99 (0.89, 1.11) 1.02 (0.87, 1.23)
Wheeze Mean (μg/L)case/control 15.22/17.02 8.88/9.30
Adjusted (95% CI) 0.86 (0.79, 0.92) 0.93 (0.83, 1.05)
a
Inorganic arsenic concentration is estimated by subtracting total urinary arsenic by organic arsenic (arsenobentaine and arsenocholine
concentrations).
b
Linear regression of log-transformed urinary arsenic concentrations were adjusted for gender, age (20–39, 40–59, ≥60 yr), race/ethnicity (white,
black, Mexican American, other), education (<high school, high school, >high school), BMI (<25, 25–29, ≥30 kg/m2), serum cotinine category
(<0.015, 0.015–9.9, ≥10 ng/ml), and continuous urinary creatinine (mg/dl). Ratio of adjusted mean concentrations and 95% confidence intervals are
presented for participants with/without respiratory diagnoses.
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